Two cases of sudden death due to perforation of a benign oesophageal ulcer into a major blood vessel are reported. In one man, anaemia and aspiration pneumonitis dominated the clinical picture. He had an oesophageal stricture and a chronic peptic ulcer associated with an incarcerated hiatus hernia. Death was due to haemorrhage caused by perforation of the ulcer into the thoracic aorta. The second patient presented with confusion and falls, backache and indigestion. She had a hiatus hernia and a large benign chronic oesophageal ulcer. Death was due to perforation of the ulcer into the left pulmonary vein. The cases are presented for their rarity, to illustrate the complex and late presentation of problems in geriatric medicine, and as a reminder that reflux oesophagitis can be dangerous.
Introduction
We report two cases of sudden death due to perforation of a benign oesophageal ulcer into a major blood vessel. In both cases the subjects were elderly and presented with a history that was atypical and misleading.
Both cases illustrate the diagnostic difficulties that can arise in geriatric medicine, and demonstrate that reflux oesophagitis, although common, can be lethal.
Case reports Case I
A 72 year old male Jehovah's Witness was admitted to Northampton General Hospital in November 1986. He had not seen a doctor for 10 years but consulted his general practitioner because of a cough with yellow sputum. He gave a 12-month history of general ill health, weight loss and poor appetite, with dysphagia mainly for solids, and some backache. He admitted to indigestion and had been taking antacids bought over the counter.
On examination he was very thin, grossly anaemic and had severe dental caries. He was not short of breath, but there were signs of consolidation in the right middle and lower zones, and he was producing copious purulent sputum. Abdominal examination was normal, apart from bilateral reducible inguinal herniae.
Investigations showed a haemoglobin of 5.3g/dl and ESR of 85mm/h. There were marked iron deficiency changes on the blood film. Two out of three samples for faecal occult blood were negative. His chest X-ray showed a large opacity at the right base, suggestive of an underlying neoplasm. There were some inflammatory changes and several old rib fractures were noted. Lumbar spine X-rays showed collapse of T12, L2, 3 One month after admission he had a small haematemesis and became anxious and paranoid, requiring mild sedation. He was started on ranitidine. His general condition improved and his haemoglobin rose to 7.7 g/dl but his ESR remained high. A chest X-ray 10 weeks after admission showed marked clearing on the right, with some residual inflammatory change in the mid-zone and some pleural thickening at the right base. There was a new area of consolidation in the left midzone. Five weeks after his first small haematemesis he had a massive haematemesis and died.
At post mortem the lower two-thirds of the oesophagus was found to be greatly dilated. There was a stricture just above the gastro-oesophageal junction, where there was a chronic peptic ulcer which had penetrated through the oesophagus into the adjacent thoracic aorta, the wall of which bore a 3 mm diameter perforation. The stomach contained a large volume of blood and there was a hiatus hernia, the proximal 30-40mm of stomach being incarcerated in the mediastinum. The lungs showed very dense pleural adhesions, particularly over the right lower lobe, and the cut surface of both lower lobes contained patchy areas of consolidation, compatible with previous episodes of aspiration pneumonitis produced by the oesophageal stricture.
Case 2
An 82 year old female was admitted to Danetre Hospital, Daventry in September 1986 following a fall at home. There was a history of bouts of confusion and fever over the past 3-4 days, with one or two falls.
We obtained a history of months or years of backache felt in the thoracic region, and of indigestion which sometimes kept her awake at night. She had been living on a proprietary antacid (Rennies). Mild iron deficiency anaemia had been noted in the past and she was on oral iron.
On examination, she had bruising over the spine at C8 and T2 posteriorly, and on her left shoulder.
The left leg was short and externally rotated, but she could move the hip freely. Abdominal examination was normal.
Preliminary investigations showed a haemoglobin of 1.1 g/dl. On the day following admission she was restless, had a small haematemesis, then a few hours later suddenly became cyanosed and died. As she was turned after death a large volume of blood regurgitated into the mouth. At post mortem the oesophagus was found to contain a large chronic ulcer on the anterior wall. The ulcer commenced 10mm below the carina and measured 40mm in length. The lower border of the ulcer almost reached the oesophagogastric junction, the stomach lying in the chest through a hiatus hernia. At a point 25mm below the carina, the deeply penetrating benign ulcer had ulcerated into the left pulmonary vein, through a defect 3mm in diameter. The stomach contained blood.
Discussion
An aorto-oesophageal fistula secondary to reflux oesophagitis is extremely rare. Croneni reported two cases and traced three other published cases. In three out of five the diagnosis, as in our case, was made only at post mortem. Cronen emphasized that severe arterial bleeding in a patient with reflux oesophagitis should alert one to the possibility of an aorto-oesophageal fistula.'
The great majority of aorto-oesophageal fistulae are associated with a thoracic aortic aneurysm,2 3 although cases due to oesophageal erosion by a foreign body4 and miscellaneous pathology, including carcinoma of the oesophagus, can occur.
Chiari5 described a triad of symptoms and signs associated with an aorto-oesophageal fistula, namely mid-thoracic pain, a warning or sentinel mild haematemesis, and, after a symptom-free interval, a massive upper gastrointestinal haemorrhage. In 80% of cases the oesophageal perforation develops gradually over several days or weeks6 with bleeding initially being mild and intermittent.7 These features refer however to the erosion of thoracic aortic aneurysms into the oesophagus a different cause of aorto-oesophageal fistulae from those in our patients. It is recognized that oesophageal radiology rarely demonstrates leakage of contrast material into the aorta in cases of aorto-oesophageal fistula. It has been suggested that an oral oesophagogram should include air contrast and rotational views to avoid missing an early lesion.7 Others consider aortography to be the most definitive diagnostic procedure for aorto-oesophageal fistulae. 3 Cronen suggested that thoracic aortography should be performed if coeliac arteriography does not demonstrate the bleeding site, but a bleeding rate of 0.5 to 1 ml/min may be required to demonstrate the fistula. ' The diagnosis of aorto-oesophageal fistula was not made in our first patient because our barium studies were misleading, and recurrent aspiration pneumonia dominated the clinical picture.
A pulmonary venous oesophageal fistula due to oesophageal reflux (Case 2) must be excessively rare, and our case may be unique. 
